CONTEXT: Obstruction of the right ventricular outflow tract due to metastatic disease is rare. Clinical recognition of cardiac metastatic tumors is rare and continues to present a diagnostic and therapeutic challenge. CASE REPORT: We present the case of a patient who had severe respiratory insufficiency and whose clinical examinations revealed a giant tumor mass extending from the right ventricle to the pulmonary artery. We discuss the diagnostic and therapeutic options. CONCLUSION: In patients presenting with acute right heart failure, right ventricular masses should be kept in mind. Transthoracic echocardiography appears to be the most easily available, noninvasive, costeffective and useful technique in making the differential diagnosis.
INTRODUCTION
Tumors involving the heart are more commonly metastatic than primary, and the prognosis for metastatic tumors in the heart is extremely poor. Involvement of the right heart is more common than that of the left heart and the clinical course is usually silent in most patients. 1 This report presents the case of a 67-year-old male patient with no previous diseases, in whom a metastatic right cardiac tumor invading the right ventricular outflow tract and the pulmonary artery was detected. We also discuss the diagnostic and therapeutic techniques.
CASE REPORT
A 67-year-old male patient was admitted to the emergency department with a 15-day history of progressive fatigue, shortness of breath and respiratory insufficiency. The patient stated that he had not had any complaints until 15 days before admission, and no previous diseases had been documented. He reported having progressive shortness of breath, which first appeared during exercise 15 days earlier and had then even become apparent at rest. The patient reported having made intermittent use of paracetamol for headache for years.
He had a history of smoking and intermittent alcohol use.
On admission, the patient's general condition was poor, with severe shortness of breath. He was orthopneic and was using accessory muscles while breathing. His blood pressure was 80/65 mmHg, and his pulse was 128/minute. His breathing sounds were rough but no rales or rhonchi were heard. Heart sounds were tachycardic, and there was a 2/6 systolic murmur heard in the tricuspid area.
He had 1+ edema of both feet. A chest x-ray showed increased vascularization, a dilated pulmonary artery and a cardiothoracic 
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anterior wall of the right ventricle. The resulting ventricular septal defect was closed with a patch (Figure 3a) and the tricuspid valve was replaced (Figure 3b) . Intraoperative transesophageal echocardiography revealed only moderate mitral insufficiency, and therefore mitral valve replacement was not considered.
The pathology report showed that the mass was a poorly differentiated metastatic adenocarcinoma, which had probably originated from the lungs. It exhibited partial neuroendocrine differentiation (Figure 4) . The patient's postoperative hemodynamic condition did not improve, despite inotropic support. He developed cardiopulmonary arrest on postoperative day 3 and died, despite resuscitation attempts.
DISCUSSION
Tumors that are metastatic to the heart are rare. Cardiac involvement at autopsy has been described in 6% to 20% of patients with malignant neoplasms. 2 The lungs have been reported to be the most common primary origin of metastatic neoplasms, followed by nonsolid neoplasms such as lymphoma or leukemia and tumors of the liver and colon, respectively. 3 The epicardium is the most commonly involved site, followed by the myocardium and the endocardium. 4 The systematized results from searching the literature through the main databases are presented in Table 1 
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valve by the tumor, the patient was sent for emergency surgery.
Despite successful excision of the mass, the patient's postoperative hemodynamic condition did not improve, even though inotropic support was provided, and he subsequently died.
Although the tumor was diagnosed pathologically, the origin of the tumor could not be identified. Pathologically, the tumor was likely to have originated from the lungs, gastrointestinal tract or pancreaticobiliary system. However, this could not be confirmed because the patient's family did not give permission for an autopsy.
CONCLUSION
Right ventricular metastatic tumors are relatively rarer than other types. In patients presenting with shortness of breath with rapid progression and right heart failure, right ventricular obstruction should be kept in mind, along with other possible diagnoses. Transthoracic echocardiography appears to be the most easily available, noninvasive, cost-effective and useful technique in making the differential diagnosis.
